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A 25-year-old who presented in our facility with 2 weeks his-
tory of right-sided mild otalgia associated with fluctuating
hearing loss and ear itching. No otorrhoea, tinnitus, nor vertigo.
Fiber-optic endoscopic otoscopy done revealed an
impacted wax in the right ear and normal otoscopy in the left
ear. She had aural syringing done, and a repeated otoscopy
revealed a dual external auditory canal (EAC; Figure 1). Both
canals ended at the tympanic membrane, which was dull and
retracted. The patient felt a great relief in the symptoms after
the syringing. She was followed up for 3 months without any
untoward complication.
External auditory canal develops from the groove of the first
branchial arch. This groove deepens and meets the tubotympa-
nic recess of the endoderm and mesoderm contributes from the
sides. The plate of tissue thus formed is called a meatal plug,
this recanalizes and the EAC is formed. This in-utero recana-
lization process has a variable outcome and may produce a
variation in the lumen of the EAC. Plus during the course of
development, the EAC descends downward creating further
angulations of the canal.1
First branchial cleft anomalies are relatively uncommon
congenital malformations of the head and neck, accounting for
less than 10% of all branchial anomalies, and can be roughly
classified as cysts, sinuses, and fistulae.2 First branchial cleft
anomalies are the result of abnormal embryogenesis and arise
from incomplete closure of the ventral portion of the first bran-
chial cleft. Whether the defect is a fistula, sinus, or cyst
depends on the degree of closure.3 The anomaly begins on the
floor of the EAC in the cartilaginous portion or the bony-
cartilaginous junction and ends somewhere in the submandib-
ular region depending on the extent of the anomaly of the
fusion.4 First branchial arch anomalies have been classified
into 2 types. Type-1 anomaly is of ectodermal origin, manifests
as cyst or sinus in the parotid gland, and appears during early or
middle adult life.5,6 Type 2 defects are the ectodermal and
mesodermal origin, containing skin with adnexal structures as
well as cartilage, and are associated with a sinus/fistula in the
anterior triangle of the neck, with a communicating tract to the
EAC manifesting during childhood.5,6
The structures derived from the first branchial cleft are
cavum conchae, the EAC, and the external layer of the tympa-
nic membrane.7 First branchial cleft anomalies are the result of
incomplete fusion of ventral portion of the first and second
arches.7 Congenital anomaly of the EAC is a relatively rare
clinical entity and consists of a series of malformations of the
auricle and EAC, the latter varying from slight narrowing to
complete absence of the EAC.8-12 Ultimately, thorough knowl-
edge of the anatomy and embryology of the area combined with
a high degree of clinical suspicion appears to be the key factors
of an early and accurate diagnosis.
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Figure 1. Duplicate external auditory canal and dull retracted
tympanic membrane.
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Radiological examinations can be helpful diagnostically, in
order to determine the typical anatomical localization, the
extent, the size, and the relationship of the lesions to surround-
ing structures. Magnetic resonance imaging allows assessment
of the extent of the anomaly, especially in the parotid area, and
high resolution-computed tomography imaging shows its exact
relationship with the EAC and the middle ear. Fistulas and
sinuses are not always obvious on computed tomography and
fistulogram can be useful.13
Differential diagnosis of first branchial cleft anomalies must
be made mainly with second branchial cleft anomalies. Parotid
branchial cleft cysts, in particular, must be differentiated from
any cystic mass of the parotid.14,15 To my knowledge, duplicate
EAC is a rare condition with only few reported in the literature,
and this is the first been seen in our facility.
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